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> HEALTH CARE IS A TOP POLICY PRIORITY FOR CANADA’S
federal and provincial governments,’ and many Can-
adians believe that publicly funded health care is a defin-
ing feature of their nation." Twelve percent of Canada’s
gross domestic product and between 33% and 46% of
provincial budgetary allocations are directed toward the
health care system.? In view of the societal and financial
importance of Canada’s health care system, it is impera-
tive that individuals and organizations are held account-
able for the role they play within it.

One way to promote accountability in health care is to
measure the quality of services provided. In recent years,
funders have been under increasing pressure to direct
health care payments on the basis of so-called “big dot”
quality indicators such as hospital mortality rates, emer-
gency department length of stay, and all-cause readmis-
sion rates.? In addition, many jurisdictions have started
to publicly report a variety of quality indicators.

Although the concept of holding people accountable
by means of quality performance metrics makes sense,
the technical challenges that this presents are signifi-
cant. Even the concept of quality is difficult to define
in an operationally meaningful way. One of the most
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influential thinkers in this field, Avedis Donabedian, de-
fined high quality of care as “that kind of care which is
expected to maximize an inclusive measure of patient
welfare, after one has taken account of the balance of ex-
pected gains and losses that attend the process of care
in all its parts.”* Although this definition makes con-
ceptual sense, it certainly challenges those responsible
for evaluation. To make it easier, Donabedian suggested
the need to measure attributes within “care domains,”
including structures, processes, and outcomes. Others,
such as the US Institute of Medicine, have built on this
work by defining each domain in terms of care-related
attributes such as timeliness, effectiveness, safety, and
patient-centredness.’

Although numerous quality domains and conceptual
frameworks exist, we find it helpful to anchor any meas-
urement or accountability exercise in Donabedian’s clas-
sic definition. From a very pragmatic perspective, one
often ends up measuring what can be measured and then
tries to reverse-engineer these measures into whatever
construct happens to be in fashion. As a result, most cur-
rent health care indicators focus on provider and process
issues (e.g,. emergency department length of stay) rather
than patient issues (e.g., did the care provided optimize
the patient’s health status?). These issues legitimize con-
cerns regarding the fairness of current quality measures
for discriminating between high and low performers.

In this commentary, we hope to stimulate innovation
in the field of health care performance measurement. We
will discuss several considerations regarding the use of
three quality indicators that are commonly used to im-
prove accountability in the Canadian context. Specifically,
we will focus on the hospital standardized mortality ratio
(HSMR), all-cause urgent readmissions, and emergency
department length of stay (ED-LOS; see Textbox 1). We
discuss “the good,” “the bad,” and “the ugly” to illustrate
both positive and negative consequences related to meas-
urement. We conclude with specific recommendations
regarding investments to improve quality measurement.

The good

Making people and organizations accountable for specif-
ic quality indicators promotes at least two positive be-
haviours. First, it directs individuals and organizations
toward priorities that are important to health care pay-
ers. For example, governments may focus on readmission
rates to reflect the public’s desire to improve “continu-
ity of patient care,” a factor that contributes to readmis-
sions.® By targeting ED-LOS and HSMR, governments
are reflecting, respectively, the public’s desire to focus on
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Textbox 1
Quality indicators

Indicator: hospital standardized mortality ratio (HSMR)
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Definition: Ratio of observed to expected deaths for high-risk cases multiplied by 100, where the number of expected deaths is based on

encounter information predicting mortality risk.

Rationale: A higher number of deaths than expected within an institution suggests that some patients are dying from preventable causes.

Methodological challenges: Problems with quality of care exist even in the presence of a low HSMR, for at least three reasons: most problems
related to quality of care do not cause death; not all encounters are eligible for inclusion; and “up-coding” on the discharge abstract will increase
the number of expected deaths and lower the HSMR. It is also possible for quality problems not to exist, despite a high HSMR, as the expected-
death statistic does not incorporate important factors associated with mortality, such as illness severity, functional status, and the patient’s

wishes for active treatment.

Possible approaches for improvements: There is a need to consider additional quality and safety indicators, especially in patient populations
not included in the HSMR. System administrators should develop “diagnostics” to assess up-coding. Models for calculating expected mortality
should focus only on factors present on admission and include data describing illness severity, functional status, and patient wishes.

Indicator: all-cause urgent readmission rate

Definition: Denominator: all patients discharged from an acute care institution. Numerator: all patients in the denominator who have another
non-elective admission to any acute care institution within 30 days of discharge.

Rationale: Gaps in care quality occurring at the time of hospital discharge or within the community could lead to high readmission rates.

Methodological challenges: Readmissions are often caused by factors other than gaps in care quality, specifically those related to low socio-
economic status, poor physical functioning, and patient desire to go home to a potentially unsafe environment. If the prevalence of these
factors varies between providers, then performance on the statistic will not reflect differences in quality.

Possible approaches for improvement: The discrimination between high and low performers could be improved through the use of more
accurate risk adjustment models that include variables describing socio-economic status, physical functioning, and patient wishes. Alternatively,
one could apply a peer review process on readmission events to define “avoidable” cases for the numerator.

Indicator: 90th percentile of an institution’s emergency department (ED) length of stay (ED-LOS) for admitted patients

Definition: The 90th percentile, for all patients admitted through the emergency department, of the time that elapses between arrival in the

emergency department (ED) and transfer to a bed.

Rationale: The amount of time spent in the ED has a bearing on quality of care, as the ED is rarely the appropriate place for specialized
inpatient care; a long ED-LOS also affects the care of newly arriving patients by delaying their access to ED resources.

Methodological challenges: Defining a threshold for poor performance presents a challenge in that the measure used assumes that all patient
needs are the same. A focus on ED-LOS can lead to inappropriate actions, such as the premature discharge of patients, which may hurt overall
patient care. In addition, focusing on the ED may not solve flow challenges, since ED LOS has been shown to be influenced by factors beyond
the ED’s control—in particular, overall hospital inpatient occupancy, which in turn is influenced by access to community resources such as long

term care beds and home care.

Possible approaches for improvement: The use of countervailing measures such as ED return visit rate, effectiveness of pain control, and
overall patient satisfaction will ensure that reductions in ED-LOS are not achieved at the expense of other care factors.

access to acute care and patient safety. While the demo-
cratic process is not perfect, government policy often
reflects the concerns of everyday citizens; it would be dif-
ficult to argue that, from the perspective of the Canadian
public, access to acute care and patient safety are not top
priorities. Thus, setting targets on particular issues al-
lows governments to stimulate action in areas they feel
reflect societal values without being prescriptive about
the specific interventions that are used.

Second, setting targets promotes collaboration. Or-
ganizations often create multidisciplinary teams to
address quality problems, since no single group can ad-
equately address performance issues. For example, re-
ducing ED-LOS requires physicians to work with nurses
and other hospital employees (such as laboratory and
diagnostic imaging technicians) to ensure maximum ef-
ficiency.” Also, efforts to reduce HSMR involve different

disciplines—for example, though the establishment of
multidisciplinary rapid response teams in hospitals.®
Government attention to indicators also promotes pro-
ductive collaboration across sectors and organizations,
as can be seen with interventions designed to reduce
readmissions such as the ARC (Avoidable Readmissions
through Collaboration) initiative (see www.avoidable-
readmissions.com/resources.html).

The bad

Quality indicators can also be a counterproductive
means of ensuring accountability. Their use is premised
on the assumption that the indicators conceptually and
statistically reflect an attribute of health care excellence.’
Unfortunately, this premise is often false or at least un-
proven: most indicators are chosen on the basis of what
can be measured, rather than what should be measured.
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Hospital readmission rates serve as an example. Many
health systems use this indicator because it is measurable
and because some readmissions reflect imperfect care.
However, we have shown that the vast majority of re-
admissions are attributable to “unavoidable” issues such
as disease progression or social factors.'® We have also
demonstrated that differences between hospitals with
respect to urgent readmission rates do not in fact reflect
differences in “avoidable” readmissions.'® Although risk-
adjustment methods can be used to remove the influence
of factors not related to quality of care, these approaches
are imperfect and can result in unreliable performance
rankings."

This concern has at least three significant conse-
quences for ensuring accountability. Most importantly,
indicator-based incentives will lead to unjust resource
distribution if they do not reflect “true” quality. Second,
investments to improve performance will be misspent
if they are directed by inappropriate indicators rather
than “true” quality measures. Third, a finding of “poor”
performance based on such indicators is demoralizing to
individuals and organizations who legitimately work to-
ward solving “true” quality problems.

The ugly

Finally, the use of quality indicators to promote in-
creased accountability could lead to behaviours that do
not translate into better care of patients. For example,
the use of indicators to guide funding decisions could
bias data capture by health care providers. Most qual-
ity indicators are derived from data based on subjective
assessments. For example, assigning diagnostic codes to
hospital encounters relies on doctors documenting diag-
noses and health records analysts assigning codes, and
both of these processes are determined to a certain ex-
tent by subjective criteria. Providers who are cognizant
of the impact that coding has on indicator performance
could ensure that data capture is conducted in a way
likely to favour their institution. For example, the most
efficient way to reduce a hospital’s risk-adjusted mortal-
ity is to “up-code” the factors that contribute to the risk
of death in hospital. In fact, the results of several studies
suggest that this phenomenon explains many improve-
ments in indicator performance over time.'* Such behav-
iour does nothing to directly improve patient care.
Alternatively, undue pressure to achieve targets might
make clinicians or administrators react in a way that
could actually increase patient risk. For example, hos-
pital administrators might inadvertently put pressure
on providers to prematurely discharge patients to avoid
exceeding an arbitrary emergency department wait-time
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target. An administrator or clinician who lacks a hol-
istic view of quality might feel that such decisions are
justified, given the negative consequences (for the insti-
tution) associated with poor performance on the indica-
tor. Such actions would, paradoxically, adversely affect
patient care in an effort to improve indicators designed
to measure quality.

Conclusion

The health system is currently in a difficult situation:
“true” quality measures are needed to hold people ac-
countable, but the current approach is arguably inad-
equate. Although avoiding measurement or waiting for
perfect measures are clearly not reasonable options, we
should acknowledge that current approaches cannot
fully meet the public’s expectation,that providers should,
with fair methods, be held accountable. For this reason,
we suggest several actions.

First, we need a better understanding of the limita-
tions of current indicators. This can come only through
critical analyses of the association of current indicators
with “true” quality attributes. For example, it is neces-
sary to determine how accurately statistics such as the
HSMR or readmission rates classify the performance of
organizations as high or low. Such analyses will maxi-
mize the fairness of any incentives and minimize the un-
intended consequences of the measure.

To achieve this goal, the health sector will need to
make modest investments in research on quality indica-
tors; this would cost significantly less than many other
interventions in the health care system (such as that
for a new drug being added to provincial formularies).
To avoid perceived conflicts of interest, this investment
should be directed toward experts who are able to critic-
ally assess quality indicators but are not themselves re-
sponsible for holding people accountable.

Second, providers need to be fully engaged in the
measurement, analysis, and interpretation of indicator
data. Providers know their business and should dem-
onstrate the leadership required to measure its quality.
Approaches in which governments and academics in-
dependently define standards are doomed to fail, as their
understanding of what drives performance often does
not take into account important nuances at the level of
the individual patient, clinic, or hospital.

To achieve this goal, we recommend a gradual tran-
sition in funding methodology such that providers
would be more accountable for their actual perform-
ance. Increasing the accountability of individuals who
are responsible for care provision—and, therefore, their
stewardship of resources—will likely increase their
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engagement in determining how they are actually mon-
itored. In this setting, “providers” can include an individ-
ual practitioner in a solo practice setting, a director and
medical lead in a group practice setting, or a chief of staff
and chief executive officer within institutions. Although
it is beyond the scope of this article to fully explore how
to change funding methods, it is imperative to attain
clarity in the question of specifically who is accountable
to ensure fair and effective governance. Given that our
current evaluation methods are likely inappropriate, the
transition to new funding methods must be gradual. In
addition, the changes will need to occur in tandem with
training programs to teach the specific skills and know-
ledge related to performance management.'® Creating
new expectations without an ability to meet them could
be interpreted as unfair.

Third, the entire health care system needs to increase
investment in performance measurement systems. The
current approach—measuring what we can instead of
what we should—is inadequate, especially in light of
our large investments in health care services. Several
thoughtful people and organizations have developed con-
ceptual frameworks for measuring performance.*'#'
These frameworks describe a need to measure overall
incremental health benefits (i.e., the positive effects de-
rived from the treatment minus the negative effects from
adverse events) within specific disease states. They also
include a requirement to accurately evaluate the costs of
providing care at the level of the individual patient.

Rather than developing more frameworks or indica-
tors per se, we should be investing more heavily in the
infrastructure of measurement. Specifically, funding
should focus on electronic data systems designed to sup-
port clinical workflow, data systems to integrate the data
derived from operational systems, and the training of
highly qualified people who are able to analyze and in-
terpret health care data. Textbox 1 provides examples of
how these investments could translate into more effect-
ive measures.

These investments need to be performed in a coordin-
ated and sustained manner for the health care system
to improve. For example, building a computerized phys-
ician order entry system to support doctors ordering
drugs will not be useful from the measurement perspec-
tive unless prescription data are linked to information
on patient diagnoses and outcomes. Furthermore, there
is a need for experts who can analyze the data to deter-
mine whether drug utilization was appropriate. There
are few shortcuts or “quick wins” in this domain.

Collectively, Canadians greatly value their health care
system. During times of fiscal restraint, it may seem
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incongruous to suggest increasing investment into per-
formance measurement and management. However, in
relative terms, the required investment to improve per-
formance measurement systems is a small fraction of
our overall health care investment. Furthermore, such
investments would complement the high-quality work
performed by organizations such as the Canadian Insti-
tute for Health Information, the Organization for Eco-
nomic Co-operation and Development, and the World
Health Organization, who are leading efforts to improve
measurement of quality and safety within health care
through the development of standardized approaches to
ensuring comparability within and across jurisdictions.
Moreover, the return on this investment may be suffi-
cient to preserve or even increase overall quality while
simultaneously reducing overall spending.
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